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Cancer is a stigmatized illness, for it brings suffering and changes to a person's life (1) , as well as possibly causing depression and anxiety (2) . People affected by cancer experience hospitalization, which includes hospital routine, waiting for information, and a restricted number of visitors, all of which can cause various reactions to the situation (3) .
In light of the above and the stigma surrounding the illness, feelings of fear and insecurity can arise, potentially influencing cancer treatment. Thus, reducing patients' anxiety is necessary (3) . The term anxiety comes from the Greek word anshein, which means to oppress, to suffocate, and it can cause changes in the body, such as increased heart and respiratory rate (4) . In addition to physical alterations, social, psychological and spiritual aspects are also affected.
Nurses are the professionals who accompany patients and their families during the illness process, from diagnosis to rehabilitation. Comprehensive care must include physical, social, psychological and spiritual aspects. Nurses can treat anxiety using activities proposed by the Nursing Interventions Classification (NIC) (5) , which provides suggestions such as trying to understand the patient's point of view regarding the feared situation, listening closely, administering anxiety medication, and encouraging the family to stay with the patient, as well as others. Such interventions also include taking a calm, reassuring approach and providing patients with orientation on relaxation techniques.
In this sense, it is important for nurses to develop strategies for reducing or eliminating anxiety and calming patients. Studies have observed that spiritual experiences can reduce anxiety levels (6) (7) .
Spirituality can be practiced through prayer, classified into two types: Petitions, when those who pray ask God for something for themselves; or intercession, when those who pray ask God for something on someone else's behalf (8) . The act of prayer is a frequent spiritual activity that promotes well-being, facilitates the health-illness process and offers health benefits (9) .
Prayer is one of the activities proposed for nursing interventions that provide spiritual support and facilitate spiritual growth (5) . It is a strategy used to meet the spiritual needs of patients and a calming technique. So why not use it for reducing anxiety?
An investigation of studies aimed at understanding prayer in a clinical context favors its use in nursing care, in order to provide patients with well-being. Furthermore, such investigations contribute to nursing knowledge and strengthen care strategies involving non-conventional therapies. It is important to conduct studies on this topic in order to evaluate the scientific effect of prayer and thus validate its use by health professionals when caring for patients (10) . The objective of this study was to evaluate the effect of prayer on the anxiety of cancer patients submitted to chemotherapy.
mEtHod
This was a quasi-experimental pre-post intervention study, conducted in the inpatient sector of a philanthropic hospital in the South of the state of Minas Gerais, Brazil. It took place between February and December 2012 with patients submitted to continuous intravenous antineoplastic chemotherapy.
We chose a convenience sample consisting of 45 patients receiving treatment in the oncology sector. Inclusion criteria were having a cancer diagnosis, being over 18 years of age, receiving chemotherapy, being willing to receive prayer and being clinically stable. Criteria for exclusion were presenting hearing or speech impairments, not being available for collection of baseline cortisol data at eight in the morning and having received fewer than three applications of chemotherapy during the data collection period.
Twenty-four patients were selected according to the inclusion criteria and four individuals left the study because their chemotherapy treatment was interrupted and/or they began to present hearing impairments. Therefore, the final sample comprised 20 patients.
Data collection consisted of evaluating signs of anxiety with the State-Trait Anxiety Inventory, measuring blood pressure, respiratory rate and heart rate and applying the prayer intervention. First, we interviewed participants using a questionnaire about sociodemographic and clinical characteristics created by the researcher based on the objectives and theme of the study, which was submitted to a pre-test refinement process.
Participants were given the Duke University Religion Index (DUREL) (11) , an instrument whose Brazilian Portuguese version has been properly validated (12) . It consists of a five-item scale measuring three dimensions of religiosity: organizational religious activity (ORA); non-organizational religious activity (NORA) and intrinsic religiosity (IR). The scores for each of the three dimensions must be considered separately and there is no need to calculate a total score (11) . For ORA and NORA, a score lower than three characterizes high levels of religious activity; greater than three, low levels of religious activity. For the RI item, a score below 7.5 characterizes high religiosity, and higher than 7.5, low religiosity.
Subsequently, we applied the State-Trait Anxiety Inventory (STAI) (13) , validated in Brazil by Biaggio et al. (14) It is an instrument containing 40 statements describing a person's feelings, distributed in two parts, trait (STAI-T) and state (STAI-S), each part consisting of 20 statements. Answers are given on a four-point Likert scale (1 -absolutely not to 4 -very much). Scores for each subscale range from 20 to 80 points and indicate mild (0-30), moderate (31-49) and severe levels of anxiety (greater than or equal to 50) (13) .
The first sample of 1.0 ml of saliva for salivary cortisol analysis, called basal cortisol, was gathered at 8 am with Salivette® tubes (15) . These were stored in a thermal bag with ice and immediately sent to the laboratory for analysis, conducted with the electrochemiluminescence method. It is worth noting that whenever samples were not immediately taken to the laboratory, they were maintained at a temperature between 2 o C and 8 o C for a maximum of 48 hours.
Heart rate, respiratory rate and blood pressure were always measured in this sequence, 30 minutes after rest and with the patient sitting up against the head of the bed (16) . Furthermore, as recommended by the adopted literature, heart and respiratory rates were measured through palpation, using a chronometer for a one-minute period. We used indirect measurement of blood pressure, through the auscultatory method, using a stethoscope and an aneroid sphygmomanometer in accordance with Brazilian Society of Cardiology guidelines (17) .
For pre-intervention data collection, participants were given the STAI-S once more, but not the STAI-T, which was applied only once in the beginning. Saliva samples and vital sign measurements were also gathered by the same examiner and with the same procedures as those adopted for basal data collection.
Soon after, the prayer intervention was carried out, created and conducted by the researcher. It was a Christian prayer, with no invocation of saints, citing Psalm 138 of the Bible, which speaks of divine omniscience: God knows all and sees all. The prayer was in the form of an audio recording 11 minutes long of a musician's voice with good diction. Participants listened to the recording using earphones with a protective plastic covering and were instructed to sit or lie comfortably with their eyes closed to promote concentration. Furthermore, they held hands with the researcher, who conducted a silent intercession prayer.
There is no gold standard available in the literature for prayer application determining its format, beginning, duration or the person who will apply the technique (18) . To guarantee the rigorousness and repeatability of the investigation, we sought to standardize the time and location of the prayer, as well as always using the same type of prayer and the same intercessor.
Thirty minutes after prayer, patients were given the STAI-S once more. Subsequently, saliva samples were gathered and vital signs measured in the standardized sequence and by the same trained examiner (post-intervention data collection).
For each of the pre-and post-intervention observations on the STAI-S, saliva samples, and vital signs, three repetitions of data collection were done in order to measure the repeatability of the observations. This was needed in order to increase the credibility of the data obtained (19) .
The control group received the same protocol, with no prayer intervention. The examiner remained beside them during the same length of time as the prayer, conducting a moment of personal interaction, which consisted of observing, listening to and giving attention to the patient. Results were charted and analyzed with the BioEstat 5.0 program. We used the two-sample t-test or the Wilcoxon signed-rank test to compare state anxiety levels, salivary cortisol, blood pressure, and heart and respiratory rates pre-and post-intervention. For comparison between control and intervention groups, we used the Mann-Whitney U test or t-test specific for two independent samples. A 5% significance level was adopted.
The study was approved by the research ethics committee of the Federal University of Alfenas (Protocol no. 063/2011) and data were gathered only after a Free and Informed Consent form was signed.
RESULtS
Of the 20 subjects who participated in the study, 15 (75%) were male and five (25%), female. Table 1 displays other investigated sociodemographic characteristics. (Table 2) , the sample revealed a high level of religiosity for the three DUREL dimensions: organizational, non-organizational and intrinsic religiosity. All patients reported prayer practice, as well as belief in its power. High religiosity was especially related to intrinsic religiosity and experiencing religiosity fully: Feeling God's presence and striving to live in accordance with one's religious belief.
and one (5%), prostate. Considering time of illness discovery, 12 (60%) reported having discovered the disease one to six months before beginning treatment; four (20%), six to 10 months; and the others (20%), more than 10 months before.
The anxiety profile of the sample, as measured by the complete STAI the first time, before conducting the intervention, displayed moderate levels of anxiety (Table 3) . Regarding clinical characteristics, only two individuals presented comorbidities such as diabetes and hypertension. With respect to the cancer's location, 10 (50%) presented head and neck cancer; four (20%), intestinal; two (10%), stomach; two (10%), bone marrow; one (5%), liver; Anxiety state was influenced by non-organizational religious activity, according to Spearman's coefficient (p=0.01), and displayed a correlation with age group (p=0.01). No other sociodemographic characteristic influenced anxiety in this study.
When comparing all pre-and post-intervention means, we identified modified values for state anxiety, blood pressure and respiration rate, confirming the effectiveness of prayer on these variables (Table 4) .
According to the STAI-S, anxiety levels were reduced after prayer at each moment. Blood pressure was reduced in the three measurements after prayer, with values below 120/80 mmHg, which is considered an adequate value according to the Brazilian Society of Cardiology (17) . Respiratory rate was also reduced significantly, all values registering above normal levels before intervention but showing a mean level of 18 rpm after prayer, which is within the standard range of 12 to 20 rpm (16) . Values related to anxiety levels and vital signs were reduced after each intervention and for all three repetitions of pre-and post-intervention observation (Table 5) .
diScUSSion
In oncology, patients' lives are changed after diagnosis and treatment; moreover, each patient responds differently to situations experienced during hospitalization, which can generate anxiety (2) (3) . This was the case for the subjects of this study, who required hospitalization in order to receive continuous intravenous chemotherapy.
Among these patients, we observed a moderate level of both trait (mean value 36.2) and state (mean value 35.2) anxiety, in response to the illness, treatment and hospitalization process. Trait anxiety presented a correlation with age group (p=0.01; r=0.52), for the older the interviewee, the higher the anxiety level. Participants' state anxiety presented a significant relation (p=0.01; r=0.54) with non-organizational religious activity, which is related to individual religious activity. Therefore, the stronger the patients' personal relationship with God, the less anxious they were.
Findings of a previous study (20) demonstrated that cancer patients submitted to chemotherapy used religious/ spiritual coping methods for dealing with the disease and would have liked to receive spiritual care from health professionals. In this sense, the use of comprehensive practices or even practices directed toward patients' spiritual dimension can be an important strategy to help cope with cancer, its treatment and any consequent anxiety.
Furthermore, spirituality by means of prayer is beneficial, for it leads to tension relief, increased hope and reduced anxiety (21) . Carrying out spiritual care is a challenge and requires that spirituality be included in professional training and that investments be made in research in order to solidify knowledge of the phenomenon. Religiosity/spirituality can be considered a coping strategy for patients diagnosed with cancer, whose treatment is permeated by stressful events, given the impact that the illness has on the person's life (7) .
In the present study we used the spiritual practice of prayer. Its use as a supporting therapy for cancer treatment must be strengthened, for we found that it caused a positive effect on people's lives (22) . The intensity of participants' anxiety was reduced, going from moderate to mild (p< 0.00) after prayer was applied.
When comparing the results of pre-and post-intervention data collection, we observed significant alterations in anxiety levels (p<0.00), respiratory rate (p=0.04) and blood pressure (p= 0.00) of patients who received prayer. Among other alterations, anxiety causes increased blood pressure, heart rate and respiratory rate (4) . Thus, we can infer that prayers can reduce the intensity of anxiety, blood pressure and respiratory rate levels of patients.
Prayer can be a significant practice for stabilizing vital signs, not only for people receiving chemotherapy, but also for other patients or even people in good health. This was the case in a study that used the Hail Mary prayer in a sample of 23 healthy adults. The results displayed reduced respiratory rate and improved cardiac function parameters (23) . Praying the rosary, in addition to being a religious practice, was found to be a health practice; a result that also occurred in the present study with patients receiving chemotherapy, but with a Christian prayer that did not invoke saints and was conducted in an ecumenical manner.
Prayer did not present a significant correlation (p=0.57) with participants' salivary cortisol levels. In this sense, the literature has demonstrated that the response of salivary cortisol to conditions of stress and anxiety can vary, for cortisol can present elevated levels in response to acute stress or be reduced with chronic stress (15) .
Prayer can be a care option that contributes beneficially to conventional treatment. It also attends to the spiritual dimension of patients hospitalized for chemotherapy. The application of prayer provides a new perspective for nursing care of these patients.
concLUSion
Prayer was effective in reducing the anxiety of patients receiving chemotherapy. It is important to assess the anxiety of these patients, especially those submitted to continuous intravenous treatment. Interventions directed at reducing anxiety can help patients with treatment adhesion and provide them with a greater sense of well-being. 
